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Introduction 1 
 2 

Most ill and injured children can be successfully managed by pediatricians, emergency 3 
physicians, and other community physicians in local hospitals.  However, certain types 4 
of severely ill or injured children may require specialized pediatric critical care services 5 
or specialized trauma services that are not generally available in local hospitals. 6 
 7 
Referral centers that provide specialized pediatric critical care services or specialized 8 
trauma services for pediatric patients should be identified by local EMS agencies and 9 
included as integral components of their pediatric emergency and critical care systems 10 
and trauma care systems.  These specialized referral centers provide 24-hour 11 
telephone consultation to assist community physicians in the evaluation and 12 
management of critically ill and injured children.  In addition, most of these referral 13 
centers provide pediatric interfacility transport services to facilitate the transport of 14 
critically ill or injured children to specialized centers when indicated. 15 
 16 
Decisions on when to seek consultation or to transfer pediatric patients need to be 17 
individualized, based on local needs and resources.  However, children with certain 18 
categories of critical illness and injury are at high risk of death and disability.  Early 19 
consultation with appropriate pediatric critical care or trauma specialists and rapid 20 
transport to specialized referral centers, when indicated, can improve the outcomes for 21 
these children.   22 
 23 
The attached guidelines are intended for use in a number of ways: 24 
 25 
(1) They can be used by physicians and hospitals to identify the types of critically ill 26 
or injured children who might benefit from consultation with critical care or trauma 27 
specialists or transfer to specialized referral centers.  It is recommended that hospitals 28 
and their medical staffs develop appropriate policies, procedures and staff education 29 
programs based on these guidelines.  This will help to promote consultation, minimize 30 
delays, and facilitate appropriate, rapid and efficient transport of critically ill and injured 31 
children to specialty centers, when indicated. 32 
 33 
(2) It is recommended that these guidelines also be used by local EMS agencies as 34 
a basis for the development of pediatric consultation and transfer guidelines based on 35 
the local needs and resources.  In accordance with California EMS System Standards 36 
and Guidelines (EMSA #101-103), consultation and transfer guidelines should be 37 
integrated into local EMS agency plans for pediatric emergency, critical care, and 38 
trauma care in each region.  These guidelines should become specific EMS policies 39 
and procedures in order to promote appropriate consultation and transfer of children 40 
who require specialized pediatric critical care and/or trauma services. 41 
 42 
(3) Finally, these guidelines may be helpful in assisting hospitals to comply with 43 
existing Federal and State patient transfer legislation. 44 
 45 



 
 

 The following guidelines are intended to assist physicians and hospitals to 46 
identify the types of critically ill and injured children who might benefit from 47 
consultation with pediatric critical care specialists or trauma specialists and transfer to 48 
specialized pediatric critical care or trauma centers, when indicated.  If an interfacility 49 
transport is required, the referring physician, in consultation with the receiving 50 
physician, should determine the method of transport and appropriate personnel to 51 
accompany the child. 52 
 53 

54 
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I. GUIDELINES FOR INTERFACILITY CONSULTATION AND/OR TRANSFER 55 
OF PEDIATRIC MEDICAL PATIENTS (NON-TRAUMA)   56 
 57 

Consultation with pediatric medical specialists at a Pediatric Center should occur 58 
as soon as possible after evaluation of the patient.  It is recommended that each 59 
hospital and its medical staff develop appropriate emergency department and 60 
inpatient guidelines, policies, and procedures for obtaining consultation and 61 
arranging transport, when indicated, for the following types of specific medical 62 
situations in pediatric patients. 63 

 64 
 65 
 A. Physiologic Criteria 66 
 67 
  1. Depressed or deteriorating neurologic status. 68 
    69 
  2. Severe respiratory distress responding inadequately to treatment 70 

and accompanied by any one of the following: 71 
 72 
   a. Hypoxia 73 
   b. Retractions (moderate to severe) 74 
   c. Apnea 75 
   d. Stridor (moderate to severe) 76 
   e. Grunting or gasping respirations 77 
   f. Status asthmaticus 78 
   g. Respiratory failure  79 
   h. Nasal Flaring 80 
 81 
  3. Children requiring endotracheal intubation and/or ventilatory 82 

 support 83 
   4. Serious cardiac rhythm disturbances 84 
   5. Status post cardiopulmonary arrest 85 
   6. Heart failure  86 

 7. Shock responding inadequately to treatment or uncompensated 87 
shock 88 

   8. Children requiring any one of the following: 89 
  90 
   a. Invasive Arterial pressure monitoring 91 
   b. Central venous pressure or pulmonary artery monitoring 92 
   c. Intracranial pressure monitoring 93 
   d. Vasoactive medications 94 
 95 
   9. Severe hypothermia or hyperthermia 96 
  10. Hepatic failure 97 
 11. Renal failure requiring renal replacement therapy.  98 

12. Bleeding disorders that require multiple transfusions and 99 
pharmacologic interventions 100 



 
 

 101 
 102 

 103 
 B. Other Criteria 104 
 105 
   1. Near drowning with persistent altered mental status, unstable vital 106 

signs, or respiratory problems. 107 
   2.   Status epilepticus 108 
   3. Potentially dangerous envenomation 109 
   4. Potentially life threatening ingestion of, or exposure to, a toxic 110 

substance 111 
   5.   Severe electrolyte imbalances 112 
   6.   Severe metabolic disturbances 113 
   7.   Severe dehydration 114 
   8.   Potentially life-threatening infections, including sepsis 115 
   9.   Evolving neuromuscular disorders 116 
  10.  Any child who may benefit from consultation with, or transfer to, a    117 

Pediatric Critical Care Center 118 
 119 

II. GUIDELINES FOR INTERFACILITY CONSULTATION AND/OR TRANSFER 120 
OF PEDIATRIC TRAUMA PATIENTS 121 

 122 
 Consultation with pediatric medical and surgical specialists at a Pediatric 123 
Critical Care Center or trauma specialists at a trauma center should occur as 124 
soon as possible after evaluation of the patient.  It is recommended that each 125 
hospital and its medical staff develop appropriate emergency department and 126 
inpatient guidelines, policies, and procedures for obtaining consultation and 127 
arranging transport, when indicated, for the following types of pediatric medical 128 
and trauma patients. 129 

 130 
 131 
 A. Physiologic Criteria 132 
 133 
  1. Depressed or deteriorating neurologic status  134 
  2.   Respiratory distress or failure  135 
  3.   Children requiring endotracheal intubation and/or ventilatory 136 

support 137 
  4.   Shock 138 
  5.   Injuries requiring any blood transfusion 139 
  6.   Children requiring any one of the following: 140 
 141 
   a. Invasive arterial pressure monitoring  142 
   b. Central venous pressure monitoring 143 
   c. Intracranial pressure monitoring 144 
   d. Vasoactive medications 145 
  7.   Neurovascular deficits 146 
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 147 
 B. Anatomic Criteria 148 
 149 
  1.   Fractures and deep penetrating wounds to an extremity 150 

complicated by neurovascular or compartment injury 151 
  2.   Fracture of two or more major long bones (i.e. femur, humerus) 152 
  3.   Fracture of the axial skeleton 153 
  4.   Spinal cord injuries 154 

5.    Traumatic amputation, degloving or crush injury of an extremity  155 
  6.   Head injury when accompanied by any of the following: 156 
 157 
   a. Cerebrospinal fluid leaks 158 
   b. Open head injuries (excluding simple scalp injuries) 159 
   c. Depressed skull fractures 160 
   d. Intracranial hemorrhage 161 
 162 
   7.   Significant penetrating wounds to the head, neck, thorax, abdomen 163 

or pelvis 164 
   8.   Major pelvic fractures 165 
 166 
   9.   Significant blunt injury to the chest or abdomen: 167 
 168 
   a. hemopneumothorax 169 
   b. pericardial effusion 170 
   c. myocardial contusion 171 

d. diaphragm disruption 172 
   e. pulmonary contusion 173 
   f.  free intraabdominal air 174 
   g. free peritoneal fluid 175 
   h. solid organ injury 176 
 177 

C. Other Criteria 178 
 179 
 Any child who may benefit from consultation with, or transfer to, an 180 

appropriate Trauma Center. 181 
  182 

D.   Burns Criteria (Thermal, Chemical or Electrical) - Contact should be made 183 
with a Burn Center for children who meet any one of the following criteria: 184 

 185 
 1. Second and third degree burns of greater than 10% of the body 186 

surface area for children less than ten years of age 187 
 2.   Second and third degree burns of greater than 20% of the body 188 

surface area for children over ten years of age 189 
 3.   Third degree burns of greater than 5% of the body surface area for 190 

any age group 191 
 192 



 
 

 4.   Burns involving: 193 
   a. Signs or symptoms of inhalation injury  194 
   b. Respiratory distress 195 
     c. The face, hands, feet, genitalia, perineum, or major joints 196 
 197 
 5.   Electrical injury or burns (including lightning) 198 
 199 
 6.   Burns associated with trauma or complicating medical conditions 200 
 201 
III. PEDIATRIC INTERFACILITY TRANSFER CONSULTATION AGREEMENTS 202 
 203 

 204 
 205 

Organized systems of care for critically ill and injured children should include 206 
the identification of specialized referral centers for the care of these children.  207 
Systems should also include mechanisms that promote effective working 208 
relationships and linkages between referring hospitals and centers.  Such linkages 209 
help to ensure that critically ill and injured children receive needed services, that 210 
appropriate consultation services are available, and that children are rapidly 211 
transported to specialized centers, when indicated. 212 

 213 
Formal transfer agreements provide a mechanism for establishing working 214 

relationships between sending hospitals and referral centers.  Such agreements 215 
should establish a clear understanding of the responsibilities of the referring 216 
physicians and physicians at the center.  Transfer agreements also provide a 217 
means of formalizing arrangements for consultation, transport, and education 218 
programs, including procedures that should be followed for obtaining consultation or 219 
transferring children to specialized centers. 220 

 221 
Transfer agreements are agreements between hospitals and do not deal with 222 

medical decisions regarding whether a particular patient should be transferred or 223 
not.  In addition, transfer agreements do not dictate the physician's choice as to 224 
which specific center the patient is transferred. 225 

 226 
Organized systems of care for critically ill and injured children should include 227 

written transfer agreements between sending hospitals and specialized centers for 228 
the care of critically ill children and pediatric trauma patients.  In some regions, a 229 
single agreement may be signed with a center that is both a Pediatric Critical Care 230 
Center (PCCC) and a Pediatric Trauma Center (PTC) although separate 231 
agreements may be necessary to clearly delineate the process of access to these 232 
two different treatment systems.  In other regions, sending hospitals may need to 233 
sign multiple agreements with PCCCs, PTCs, or Trauma Center(s) (TCs) to meet 234 
the needs of pediatric patients.  235 

 236 
Trauma centers have the capability to manage acute trauma in all age groups 237 

and serve as major referral centers for pediatric trauma.  However, they vary in 238 
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terms of their capabilities to provide specialized services, such as intensive care 239 
services, for pediatric patients.  TCs that serve as referral centers for pediatric 240 
trauma, but may lack a CCS-approved Pediatric Intensive Care Unit (PICU), should 241 
establish a transfer agreement with a referral center that has a CCS-approved 242 
PICU.  Agreements should include specific guidelines for consultation and transfer 243 
of pediatric patients who require services not available at the TC. 244 

 245 
Referring hospitals may sign agreements with any number of PCCCs, PTCs, 246 

or TCs.  Pediatric transfer agreements can be developed as separate agreements 247 
or they can be included as an addendum to a hospital's general transfer agreement 248 
with a specialized referral center.  For example, transfer agreements between 249 
sending hospitals and a TC might include an addendum with special provisions for 250 
consultation and transfer of pediatric patients. 251 

 252 
Local EMS agencies should identify specialty care centers for critically ill and 253 

injured children, including the development of standards, the evaluation of the 254 
pediatric capabilities of centers, and the designation of centers for pediatric critical 255 
illness and trauma.  Centers may be within the boundaries of the local EMS agency 256 
or in a contiguous area.  Local EMS agencies should include written transfer 257 
agreements between sending hospitals and centers as an integral part of their 258 
system to ensure adequate access to specialized care.  The attached Model 259 
Pediatric Interfacility Transfer Agreement was developed to assist PCCCs, PTCs, 260 
TCs, and local EMS agencies to develop appropriate pediatric transfer agreements 261 
for their regions. 262 

 263 
 264 
 265 
 266 
 267 
 268 
 269 
 270 
 271 
 272 
 273 
 274 
 275 
 276 
 277 
 278 
 279 
 280 
 281 
 282 
 283 
 284 



 
 

 285 
 286 
 287 

Appendix A 288 

 289 
MODEL PEDIATRIC INTERFACILITY TRANSFER AGREEMENT 290 

 291 
 292 
This AGREEMENT is made between: 293 
 294 
______________________________  _______________________________ 295 
Specialized Referral Center1     Located 296 
            and 297 
______________________________ ________________________________ 298 
Hospital                Located  299 
 300 
Hence forth referred to as HOSPITAL or referring hospital. 301 
 302 
This Agreement serves as documentation of the arrangements, policies, and procedures 303 

governing the transfer of critically ill and/or injured pediatric patients (...Add other 304 
types of patients or services, if desired...) between the above named institutions in 305 
order to facilitate timely transfer, continuity of care, and appropriate transport for 306 
these patients. 307 

 308 
THE CENTER AND HOSPITAL DO MUTUALLY AGREE AS FOLLOWS: 309 
 310 
1. HOSPITAL recognizes that on certain occasions pediatric patients require 311 

specialized care and services beyond the scope of services available at HOSPITAL 312 
and that optimal care of these children requires transfer from the emergency 313 
department or inpatient services to centers with specialized pediatric critical care or 314 
pediatric trauma services. 315 

 316 
2. The medical staff and hospital administration of HOSPITAL have identified the 317 

CENTER as a pediatric referral center with specialized staff and facilities for tertiary-318 
level care of critically ill and/or injured children. 319 

 320 
3. The CENTER agrees to maintain a regional (Tertiary) (1) Pediatric Critical Care 321 

Center, (2) Pediatric Trauma Center or (3) Trauma Center that is equipped and 322 
staffed to provide a full range of pediatric medical and surgical services for critically ill 323 
pediatric patients and/or pediatric trauma patients in accordance with California 324 
Children Services (CCS) Pediatric Intensive Care Unit standards, or applicable State 325 
regulations and local EMS Agency standards for Pediatric Critical Care Centers, 326 
Pediatric Trauma Centers, or Trauma Centers. 327 

                                            
1
 Specialized referral centers for pediatric critical care and/or pediatric trauma care, may include:  (1) Pediatric 

Critical Care Center(s), (2) Pediatric Trauma Center(s), or (3) Trauma Center(s). 
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 328 
4. The CENTER agrees to accept transfers of critically ill and injured pediatric patients 329 

 from HOSPITAL if beds, personnel, and appropriate services are available, if the 330 
transfer has been approved by the receiving physician, and if the transfer is 331 
consistent with current patient transfer laws. 332 

 333 
5. Pursuant to CCS requirements for Tertiary Hospital level Approval and State Trauma 334 

System regulations, CENTERS will provide 24-hour telephone consultation services, 335 
24-hour pediatric transport services, and educational programs related to pediatric 336 
emergency, critical care, and/or trauma care that can be made available to 337 
community health professionals involved in such care. 338 

 339 
6. HOSPITAL and CENTER recognize the privilege of an attending physician and the 340 

right of the patient, or the patient through a relative or guardian, to request transfer to 341 
an alternate facility. 342 

 343 
Indications for Pediatric Transfers 344 
 345 
7. The referring physician has examined the patient, documented the patient's 346 

condition, and has determined that the patient requires a higher level of care than 347 
provided at HOSPITAL or requires specialized services provided at the CENTER. 348 

 349 
8. The referring physician has evaluated the patient and has determined that the 350 

transport and level of care provided during transport is compatible with the patient's 351 
condition and is in the best interests of the patient's medical care. 352 

 353 
Transfer Arrangements 354 
 355 
9. Requests for consultation or transport team support and patient transfer can be 356 

generated by telephone to: 357 
(List appropriate telephone numbers for pediatric critical care, trauma, transport, and other 358 

services, as appropriate.) 359 
 360 
10. When it appears that a pediatric patient requires specialized services or medical care 361 

beyond the scope of services provided at HOSPITAL, the referring physician shall 362 
contact an appropriate specialist at the CENTER to obtain consultation.  The referring 363 
physician in conjunction with the CENTER consultant shall be responsible for 364 
determining the need for admission to the CENTER.  The consent of appropriately 365 
authorized staff at the CENTER to receive the patient shall be obtained prior to the 366 
patient's release from HOSPITAL and shall be documented in the patient's medical 367 
record. 368 

 369 
11. Transfer arrangements will be made by mutual consent of the referring and 370 

consulting physician.  It shall be the responsibility of the physician to whom the 371 
patient is transferred to arrange the admission of the patient to the CENTER.  If the 372 
CENTER is unable to accept the patient because of lack of physical or professional 373 



 
 

resources, the CENTER personnel will assist the referring hospital in locating an 374 
alternative center for patient placement. 375 

 376 
12. The referring physician, in consultation with the receiving physician, shall determine 377 

the method of transport to be used.  The CENTER may, at its option, provide a 378 
specially-trained pediatric transport team. 379 

 380 
13. To the extent possible, patients will be stabilized prior to transfer and treatment 381 

initiated to ensure that the transfer will not, within reasonable medical probability, 382 
result in harm to the patient or jeopardize survival.  383 

 384 
14. The referring hospital shall be responsible for informing the patient, patient's 385 

parent(s), legal guardian, or other relatives of the transfer process and for obtaining 386 
any release to affect the transfer.  The referring hospital shall use its best efforts to 387 
arrange for the parent(s) or guardian to be present at the time of transport. 388 

 389 
15. The referring hospital shall be responsible for the transfer or other appropriate 390 

disposition of any personal belongings of the patient. 391 
 392 
Records and Transmission of Information 393 
 394 
16. Subject to federal and state laws regarding consents of minors for medical care and 395 

confidentiality of medical information the referring hospital shall send with the patient, 396 
or arrange to be immediately transmitted (via FAX), at the time of transfer the 397 
necessary documents and completed forms containing the medical, social, and/or 398 
other information necessary to ensure continuity of care to the patient.  Such 399 
documentation shall include at least the following: 400 

 401 
a. Identification of the patient 402 
b. Diagnoses 403 
c. Copies of the relevant portions of the patient's medical record (including medical,   404 
nursing, dietary, laboratory, X-rays, and medication records) 405 
d. Relevant transport forms 406 
e. Copy of signed consent for transport of a minor 407 

 408 
17.  Subject to limitations regarding confidentiality, the CENTER shall provide information 409 

on the patient's diagnosis, condition, treatment, prognosis, and any complications to 410 
the referring physician during the time that the patient is hospitalized at the CENTER 411 
and upon discharge or transfer from the CENTER. 412 

  413 
Return of Patient to Referring Hospital 414 
 415 
18. When the patient's physician at the CENTER determines that the patient is medically 416 

fit for return to the referring hospital, that physician should contact an appropriate 417 
physician at the referring hospital to arrange for the return of the patient.  The 418 
CENTER shall send with the patient at the time of transfer the necessary documents 419 
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and forms containing the medical, social, and/or other information necessary to 420 
ensure continuity of care to the patient. The CENTER shall be responsible for 421 
informing the patient, patient's parent(s) or legal guardian of the transfer process and 422 
for obtaining any releases required for the transfer or the appropriate disposition of 423 
any personal effects of the patient.  The CENTER will be responsible for arranging 424 
patient transport to referring hospital. 425 

 426 
19. The return transfer of pediatric patient for continued care upon completion of the 427 

treatment at the CENTER will be made by mutual agreement. 428 
 429 
 430 
 431 
Charges for Services 432 
 433 
20. Charges for services performed by either institution shall be made and collected by 434 

the institution in accordance with its regular policies and procedures.  Unless special 435 
arrangements have been made to the contrary, the transfer of a patient from one 436 
institution to the other shall not be construed as imposing any financial liability by one 437 
institution on the other.  The parties shall cooperate with each other in the exchange 438 
of information about financial responsibility for the services rendered by them to 439 
patients who are transferred to the CENTER. 440 

 441 
Authority of Governing Bodies 442 
 443 
21. The Governing Body of each institution shall have exclusive control of its policies, 444 

management, assets and affairs, and neither shall incur any responsibility by virtue of 445 
this Agreement for any debts or other financial obligations incurred by the other.  446 
Further, nothing in this Agreement shall be construed as limiting the rights of either 447 
institution to contract with any other facility on a limited or general basis. 448 

 449 
 450 
 451 
Term of Agreement 452 
 453 
22. The term of this Agreement shall commence on _________________________ 454 

 and shall continue in full force and effect until ________________________.  Either 455 
 institution may terminate this Agreement at any time upon giving the other written 456 
 notice not less than thirty (30) days in advance of the termination date.   457 

 458 
However, should either institution fail to maintain its license or certification, this Agreement 459 

shall automatically terminate as of the date of termination of the license or 460 
certification. 461 

462 



 
 

Indemnification 463 
 464 
23. The parties agree to indemnify, defend and hold one another, their officers, agents 465 

and employees harmless from and against any and all liability, loss, expense, 466 
attorney's fees, or claims for injury or damages arising out of their performance of this 467 
Agreement, but only in proportion to and to the extent such liability, loss, expense, 468 
attorney's fees, or claims for injury or damages are caused by or result from the 469 
negligent or intentional act or omission of the indemnifying party. 470 

 471 
Compliance with Laws and Regulations 472 
 473 
24. This Agreement is entered into and shall be performed by both parties in compliance 474 

with local, state and federal laws, rules, regulations, and guidelines, including 475 
COBRA and OBRA. 476 

 477 
Insurance Provisions 478 
 479 
25. The parties hereto warrant they shall obtain and maintain during the term hereof, at 480 

their own sole cost and expense, insurance or a program of self insurance covering 481 
their activities in performance hereof. 482 

 483 
General Provisions 484 
 485 
26. This Agreement constitutes the entire understanding of the parties hereto with 486 

respect to the matters discussed herein and supersedes any and all written or oral 487 
agreements, representations or understandings, whether made by the parties or 488 
others purportedly on behalf of one of the parties.  No changes, amendments, or 489 
alterations of this Agreement shall be effective, unless made in writing and signed by 490 
both parties. 491 

 492 
27. It is not the intention of either party that any person or entity be a third party 493 

beneficiary of this Agreement. 494 
 495 
28. Neither party may assign, sell, or otherwise transfer this Agreement, or any interest in 496 

it, without the express prior written approval of the other. 497 
 498 
29. Any notice required or permitted by this Agreement shall be effective and shall be 499 

deemed delivered five (5) business days after placing it in the mail, by certified mail, 500 
return receipt requested, postage prepaid, or upon personal delivery as follows: 501 

 502 
To: Administrator      To: Administrator 503 
 CENTER       HOSPITAL 504 
 Address       Address 505 
 506 
 507 
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IN WITNESS WHEREOF, the parties have executed this Agreement of the date written 508 
below. 509 

 510 
HOSPITAL (Name and Address)  Center (Name and Address) 
   

   

   

 511 
 512 

Chief Executive Officer  Chief Executive Officer 

Name   Name  

Title   Title  

Date   Date  

  
 
   

Chief of Medical Staff  Chief of Medical Staff 

   

Chief of Pediatrics  Chief of Pediatrics 

   

  Chief of Trauma Service 

   

Chief of Emergency Medicine  Medical Director of Emergency Dept. 

 513 
514 



 
 

Appendix B  515 
Suggested Readings 516 

 517 
 Pediatric Consultation/Transfer Guidelines 518 
 519 
 520 
1. Seidel, JS:  EMSC In Urban and Rural Areas:  The California Experience - 521 

Pediatric Critical Care Center Transport Criteria.  Emergency Medical Services 522 
for Children, Report of the 97th Ross Conference on Pediatric Research, Ross 523 
Laboratories, Columbus Ohio; 1989. 524 

 525 
2. California Children services (CCS) Program, Manual of Procedures, Chapter 526 

3.32, issue date January 1, 1999.  It is also located in CCS Numbered Letter 29-527 
1298, Subject:  CCS Pediatric Intensive Care Unit (PICU) Standards. 528 

 529 
3. Committee on Trauma, American College of Surgeons:  Resources for Optimal 530 

Care of the Injured Patient.  American College of Surgeons; 2006.  531 
 532 

 533 

 534 
 535 
 536 
 537 
 538 
 539 
 540 
 541 
 542 
 543 
 544 
 545 
 546 
 547 
 548 
 549 
 550 
 551 
 552 
 553 
 554 
 555 
 556 
 557 
 558 
 559 
 560 
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